This study aims to compare mean operative times and wRVUs per minute across 3 different modalities of breast reconstruction.
BACKGROUND: It has been proven that breast reconstruction and the improvement of the breast sensation for postmastectomy patients can improve both satisfaction and quality of life for patients. 1 Spontaneous sensory recovery after deep inferior epigastric perforator (DIEP) flap has been showed due to ingrowth of peripheral cutaneous nerves from the wound edges or from deeper structures but usually is poor and variable. Neurotization has been used in breast reconstruction since 1992, and the limitation of only using the intercostal nerves for coaptation is the need of a greater chest dissection to have an appropriate nerve length that generates scar formation and tension on the suture line. 2, 3, 4 Using a nerve conduit with a nerve graft will reduce excess nerve dissection that will jeopardize nerve regeneration and can help to overcome the size mismatch between the intercostal nerve and the DIEP intercostal nerve. 4,3 PURPOSE: To evaluate breast sensation outcomes after combined nerve conduit and allograft in DIEP reconstructions.
METHODS:
Dynamic and static sensation recovery tests were performed in all breast quadrants of consecutive patients who underwent DIEP reconstruction with neurotized (group 1) and non-neurotized DIEP reconstructions (group 2). Demographics information, surgical details, and postoperative complications were collected.
RESULTS:
A total of 74 patients (96 breasts) underwent this technique since June 2016: 46 breasts from group 1 and 15 from group 2. The groups had similar age, body mass index, smoking status, history of radiation therapy, and timing of reconstruction. No difference was found for complications and reoperation between groups. The mean time interval among the surgery, first, and second tests were similar in groups 1 and 2. Thresholds on the first and second recovery tests were statistically similar. Compared to group 2, group 1 had 56% of the total areas evaluated (static and dynamic) with better sensation thresholds. On the second round of sensation tests, the clinical difference between the groups was more evident with all areas with better sensation thresholds in the neurotized group.
CONCLUSION:
There is a positive trend for breast sensation recovery after reconstruction with neurotized DIEP flaps. Nerve regeneration takes time to be achieved, and a longer follow-up is necessary to evaluate the final sensation recovery. Breast implants are utilized extensively for cosmetic and reconstructive purposes. This combined with the prevalence of surgical cardiothoracic disease results in a population of patients with breast implants requiring sternotomy or thoracotomy. We hypothesized that patients were at greatest risk for breast implant-related complications during anterior or medial cardiothoracic approaches. The aim of this study is to evaluate breast implant risks and complications during subsequent cardiothoracic surgery using a meta-analysis of the existing literature specific to this unique and understudied population.
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MATERIALS AND METHODS:
A meta-analysis using PubMed/Medline, Embase, and Scopus was performed using "breast implant thoracotomy" (23 results), "breast implant sternotomy" (14 results), "iatrogenic breast implant rupture" (9 results), and "cardiac surgery breast implant" (356 results) as search terms. Titles were evaluated for relevance, and duplicates were consolidated resulting in 18 articles, years of publication 1993-2018. The methodologic quality of included studies was independently assessed using the Methodological Index for Non-Randomized Studies guidelines. Average number of MI-NORS criteria was 3 out of 7. These were reviewed for patient characteristics, surgical approaches, and complications. Statistical analyses were completed with SPSS version 25.
RESULTS:
Twenty-seven patients with an average age of 58.37 years (23-84) were identified. Average time from breast implant placement to thoracic surgery was 14.9 years (33% reconstructive implants, 67% esthetic implants). Cardiac valvular surgery (mitral valve) was the most common surgery (14/27 patients; 51.8%). The most common approach was a minimal access minithoracotomy (18/27 patients; 67%). Implant preservation occurred in 13 patients (48.1%); same implant removal and replacement at the time of the cardiac operation in 7 patients (25.9%); and implant exchange for new prostheses in 5 patients (18.5%). Eleven patients (40.7%) had postoperative complications: implant rupture (9 patients), intrathoracic implant migration (6 patients), free silicone in the thorax (7 patients), and delayed hematoma in the implant capsule (1 patient). The average time from surgery to complication was 17.05 months (10/27 reported). Average follow-up was 11.5 months (10/27 reported). The implant preservation group had a complication rate of 78.6% versus a 21.4% complication rate for patients who had implant removal and/or replacement (P < 0.0001). Significant predictors of complications were reconstructive versus esthetic implant (87.5% versus 12.5%, respectively), pulmonary lesion (100% versus 20% for other indications; P < 0.0001), and VATS (100% versus 20% for patients with other approaches; P = 0.02).
Mitral valve repair (14.3% versus 69.2% for other indications; P = 0.004) and minimal access approach (16.7% versus 85.7% for other approaches) correlated negatively with complications. These individual primary predictors were not significant when combined using a regression model.
CONCLUSIONS:
Our study demonstrated that implant preservation was associated with increased risk of breast implant-related complications during cardiothoracic surgery. Patients with reconstruction-related breast implants undergoing VATS for pulmonary indications were at greatest risk for an implant-related complication. Further study evaluating prospective treatment algorithms may demonstrate decreased complications using a breast implant removal and replacement strategy in high-risk patients.
